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Date 
 
 
Name 
Address 
City, State, Zip Code 

 
 REF: REQUEST TO CHANGE PROVIDER 
 
 

Dear____________________: 
 

This is to confirm our recent conversation regarding your request to change providers.   
 

I am not able to grant your request at this time due to the following reason (s): 
 

_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
________________________________________________________________ 

 
 

You currently have an appointment scheduled with (staff name) for (day/date) at (time). 
 

If you have any questions or concerns, please feel free to call me. 
 

Sincerely, 
 
 
 
 

Program Manager 
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Date  
 
 

Name  
Address 
City, State, Zip Code 

 
 REF: REQUEST TO CHANGE PROVIDERS 
 

Dear ____________________________: 
 

This is to confirm our recent conversation regarding your request to change providers. 
 

Your new provider is (staff name). 
 

An appointment has been scheduled for (day/date) at (time). 
 

If you will not be able to keep this appointment, please notify our office by calling (phone 
number). 

 
 

Sincerely, 
 
 
 

Program Manager 
 
 
 
 

 


